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About 11:44 a.m. central daylight savings time on July 30, 1988, Iowa 
Interstate Railroad Ltd. (IAIS) freight trains Extra 470 West and Extra 406 
East collided head on within the ,yard limits of Altoona, Iowa, about 10 miles 
east of Des Moines, Iowa. All 5 locomotive units from both trains; 11 cars 
of Extra 406 East; and 3 cars, including 2 tank cars containing denatured 
alcohol, of Extra 470 West derailed. The denatured alcohol, which was 
released through the pressure relief valves and the manway domes of the two 
derailed tank cars, was ignited by the fire resulting from the collision of 
the locomotives. Both crewmembers of Extra 470 West were fatally injured; 
the two crewmembers of Extra 406 East were only slightly injured. The 
estimated damage (including lading) as a result of this accident exceeded 
$1 million.' 

The IAIS is a nonsignaled (dark) single track, mainline railroad 
operated by timetable, train orders, and special instructions. Trains are 
operated by two crewmembers--an engineer and conductor. IAIS normally 
operates two through trains daily, one in each direction between Blue Island, 
Illinois and Council Bluffs, Iowa, and local trains that originate at various 
intermediate terminals. The IAIS also operates five branch lines. 

When trains are being operated over nonsignaled territory, the need for 
up-to-date timetables, special instructions, specific procedures for issuing 
and verifying train orders, as well as compliance with train orders becomes 
critical to the safe operation o f  trains. The assistant superintendent o f  
operations, who was serving as a train order operator in Newton on the day of 
the accident, testified that he received and copied the train orders for 
Extra 470 West from the dispatcher in Iowa City, placed them on a desk in the 
office, and observed a crewmember pick up the train orders. Because the IAIS 
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had no opera t ing  r u l e s  o r  procedures i n  p lace  t h a t  requ i red  t h e  t r a i n  order  
opera tor  t o  v e r i f y  t o  the  d ispatcher  t h a t  t r a i n  orders have been rece ived by 
the  t ra increws,  on the  day o f  t h e  accident t h e  d ispatcher  had no way o f  
knowing i f  t h e  crew o f  Ex t ra  470 West had rece ived t h e i r  t r a i n  orders.  

The Safe ty  Board has p rev ious l y  addressed t h e  problem o f  t r a i n  orders 
be ing issued but  not  v e r i f i e d .  I n  i t s  i n v e s t i g a t i o n  o f  the  head-on c o l l i s i o n  
o f  CSX T ranspor ta t i on  f r e i g h t  t r a i n s  Ex t ra  4443 Nor th and Ex t ra  4309 South a t  
East Concord, New York, on February 6, 1987,' the  Safe ty  Board found t h a t  
"CSX management f a i l e d  t o  issue and enforce s p e c i f i c  procedures f o r  
t ra inc rews  t o  v e r i f y  the  accuracy o f  t r a i n  orders be fore  depar t ing. .  . ." The 
d ispatcher  i nvo l ved  i n  t h a t  accident was i ssu ing  t r a i n  orders v i a  t e l e c o p i e r  
t o  an unmanned l o c a t i o n  and, consequently, had no way o f  knowing i f  
t ra increws were r e c e i v i n g  updated orders.  The Safe ty  Board be l i eves  t h a t  t h e  
acc ident  a t  Al toona again i l l u s t r a t e s  t h e  shortcomings o f  no t  having a 
procedure i n  p lace  f o r  d ispatchers t o  v e r i f y  t h a t  t r a i n  orders have been 
rece ived and understood by the  t ra increws.  

Not o n l y  cou ld  t h e  d ispatcher  not be assured t h a t  t h e  t ra inc rew o f  Ex t ra  
470 West  rece ived t h e i r  t r a i n  orders,  on the  day o f  t h e  acc ident  he had no 
way o f  knowing when o r  i f  Ex t ra  470 West had departed i t s  i n i t i a l  t e rm ina l .  
The t r a i n c r e w  d i d  riot r e p o r t  i t s  depar ture from Newton, and the re  were no 
depar ture t imes recorded on the  t r a i n  sheets f o r  Ex t ra  470 West on J u l y  30, 
1988. According t o  test imony, the  a r r i v a l  -and depar ture t imes o f  t r a i n s  were 
repo r ted  on ly  i f  an agent o r  "someone" a t  a s t a t i o n  took  the  i n i t i a t i v e  t o  do 
so o r  i f  t h e  crew remembered t o  c a l l  t h e  d ispatcher .  By Federal regu la t i ons ,  
d ispa tchers  a re  requ i red  t o  ma in ta in  a record  o f  t r a i n  movements i n c l u d i n g  
t h e  d i r e c t i o n  o f  movement and the  t ime each t r a i n  passes a l l  r e p o r t i n g  
s t a t i o n s ,  and t h e  a r r i v a l  and depar ture t imes o f  t r a i n s  a t  a l l  r e p o r t i n g  
s t a t i o n s .  Newton was designated by t h e  I A I S  as a r e p o r t i n g  s t a t i o n .  The 
Safe ty  Board i s  concerned about t h e  a b i l i t y  o f  a t r a i n  d ispatcher  t o  move 
t r a i n s  s a f e l y  over h i s  t e r r i t o r y  i f  he i s  unaware o f  the  whereabouts o f  the  
t r a i n s .  

Al though company r u l e s  and Federal regu la t i ons  r e q u i r e  t h a t  when a t r a i n  
i s  o r i g i n a l l y  made up and when a t r a i n  cons is t  i s  changed en r o u t e  a t e s t  o f  
t h e  t r a i n  a i r  brake system must be conducted, t h e  i n v e s t i g a t i o n  revealed t h a t  
t h e  a i r  brake t e s t s  were no t  being conducted on a r e g u l a r  bas is .  Testimony 
o f  t h e  crew o f  Ex t ra  406 East i n d i c a t e d  t h a t  an a i r  brake t e s t  was no t  
performed a t  any o f  t h e  l o c a t i o n s  where cars  were se t  ou t  o r  p icked up en 
r o u t e  f rom Counci l  B l u f f s  t o  Al toona. The I A I S  engineer who was opera t ing  
t h e  automat ic brake va lve  du r ing  the  postacc ident  a i r  brake t e s t  was n o t  
f a m i l i a r  w i t h  t h e  Federal requirements and was unable t o  per form t h e  t e s t  
p roper ly .  The Safe ty  Board i s  concerned t h a t  n o t  o n l y  were a i r  brake t e s t s  
not  be ing conducted i n  accordance w i t h  company r u l e s  and Federal regu la t ions ,  
but  t h a t  management d i d  not  p rov ide  any guidance o r  i n s t r u c t i o n s  f o r  
conduct ing a i r  brake t e s t s  w i t h  an e n d - o f - t r a i n  dev ice i n  cabooseless 
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operations. Although the IAIS had adopted the "Rules and Instructions for 
Train Handling and Operation of Air Brakes," which had been in effect on the 
former Rock Island since 1974, management made no effort. to determine that 
all traincrews had copies o f  the manual. More importantly, however, the IAIS 
operates cabooseless trains with an end-of-train device, and management did 
not update the manual which contains no instructions for conducting air brake 
tests with an end-of-train device in cabooseless operations. 

The IAIS began operations in November 1984. In April 1987, the railroad 
adopted the General Code of Operating Rules as its book of rules. During the 
interim period, the railroad operated under the Uniform Code of Operating 
Rules that had been used on the former Rock Island. Testimony of IAIS 
officials indicated that operating employees, by virtue of their previous 
experience with the Rock Island, were considered qualified for the positions 
for which they were hired on the IAIS. Employees were given no training when 
the IAIS began operations in 1984 or during the interim period before the 
railroad adopted the General Code of Operating Rules. The company apparently 
believed that these employees were sufficiently competent and that training 
was not needed. The Safety Board believes that IAIS management was remiss in 
not providing recurrent training on the operating rules for the more than 2 
years that the railroad operated under the Uniform Code of Operating Rules. 

IAIS records indicate that after adopting the General Code of Operating 
Rules in April 1987, the railroad provided classroom instruction on the rules 
to 70 percent of its operating employees. The crew o f  Extra 406 East and the 
engineer af Extra 470 West had attended this classroom instruction. The 
conductor of Extra 470 West, who was hired by the IAIS several months later, 
did not attend the training or receive any formal rules training following 
his employment. Likewise, 30 percent of the operating employees on the IAIS 
had not received training on the General Code of Operating Rules. 

The superintendent o f  operations and other railroad officials conducted 
the training classes in 1987 and indicated that an oral examination was given 
to employees following each class. When asked to describe how the oral 
examinations were administered, the superintendent of operations stated that 
questions were randomly chosen and posed to the class as a whole and were 
discussed by the group. A written examination was not administered, and no 
other method was used to measure an individual employee's knowledge and 
understanding of the operating rules. Since the training provided by the 
railroad failed to require each employee to demonstrate an adequate knowledge 
of the operating rules, management could not be assured that operating 
employees could satisfactorily and safely perform train movements. IAIS 
management was apparently willing to accept this risk, even though it was 
operating a "dark railroad" which relied solely on compliance with train 
orders and operating rules. The Safety Board concludes that the operating 
rules training program used on the IAIS was ineffective and failed to 
determine that operating employees were sufficiently knowledgeable o f  the 
operating rules. 

The Safety Board's investigation found little evidence that IAIS 
supervisors monitored crew compliance with operating rules, even though the 
ratio of supervisors to employees suggests that each supervisor would not be 
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charged with overseeing a l a r g e  group of employees. In f a c t ,  opera t iona l  
e f f i c i e n c y  checking was not performed. IAIS o f f i c i a l s  c i t e d  var ious  reasons 
f o r  r iot  performing opera t iona l  t e s t s  arid inspec t ions  including t h a t  t h e  
company had waivers from t h e  FRA permi t t ing  t h e  IAIS t o  n o t  perform 
opera t iona l  t e s t s .  The IAIS, however, could not provide documentation f o r  an 
exemption o r  waiver.  The a s s i s t a n t  superintendent  of opera t ions  s t a t e d  t h a t  
he d i d  n o t  perform e f f i c i e n c y  t e s t i n g  "on orders  from t h e  super in tendent  of 
ope ra t ions . "  Testimony from opera t ing  employees ind ica ted  t h a t  t h e r e  was 
very l i t t l e  supervis ion of the day-to-day opera t ions  of t r a i n s  and 
enginecrews ou t s ide  the te rmina ls  and t h a t  superv isors  r a r e l y  rode t r a i n s .  
When ope ra t ing  personnel be l i eve  t h a t  they  wi l l  r a r e l y  encounter  supe rv i so r s  
and t h a t  management i s  not  concerned w i t h  s t r i c t  adherence t o  opera t ing  
rules, a diminishment of  inducements for opera t ing  personnel t o  comply w i t h  
these rules can occur.  By n o t  f i l l i n g  t h e  pos i t i on  of  road foreman of 
engines ,  a pos i t i on  t h a t  h a s  r e s p o n s i b i l i t y  for overseeing t h e  enginecrews, 
management ind ica ted  t o  opera t ing  personnel t h a t  i t  was not overly concerned 
with t h e  overs ight  of  day-to-day opera t ions .  

When t h e  crew of Extra 470 West made u p  t h e  t r a i n  in  Newton on the  
morning of  t h e  acc iden t ,  they  f a i l e d  t o  pos i t i on  properly t h e  two alcohol 
t ank  c a r s .  Af te r  s e t t i n g  out a c a r  i n  Colfax, the crew again f a i l e d  t o  
r e p o s i t i o n  t h e  two t a n k  c a r s  i n  t h e  middle of t h e  t r a i n  leav ing  t h e  two t a n k  
c a r s  even c l o s e r  t o  t h e  locomotive.  Since t h e  c a r s  immediately following t h e  
two tank c a r s  d id  not d e r a i l  during t h e  c o l l i s i o n ,  i t  i s  reasonable  t o  assume 
t h a t  t h e  two tank c a r s ,  had they been t h e  four th  and f i f t h  cars behind t h e  
locomotive upon leaving  Newton, may not have d e r a i l e d .  Although t h e  
pos i t i on ing  of t h e  t a n k  c a r s  was not a f a c t o r  i n  the  cause of  t he  acc iden t ,  
t h e  p o s i t i o n  o f  t h e  tank c a r s  r e su l t ed  i n  t h e i r  dera i lment ,  t h e  subsequent 
r e l e a s e  of  hazardous m a t e r i a l s ,  and t h e  r e s u l t i n g  f i r e .  The r e l e a s e  o f  t h e  
alcohol arid t h e  f i r e  prolonged t h e  dura t ion  of t h e  emergency and increased 
r i s k  t o  l i f e  and property.  Fur ther ,  t h e  bodies of  the  crewmembers of Extra 
470 West were found under t h e  tank c a r s ,  and t h e  autopsy r e p o r t s  a t t r i b u t e d  
t h e  cause o f  death t o  crushing. Since t h e  Sa fe ty  Board cou ld  not  determine 
i f  t h e  crewmembers of Extra 470 West jumped from t h e i r  locomotive p r i o r  t o  
t h e  c o l l i s i o n  o r  were thrown from the locomotive during t h e  c o l l i s i o n  
sequence, the Sa fe ty  Board could reach no conclusion concerning what r o l e  t h e  
pos i t i on ing  o f  t h e  t a n k  c a r s  had i n  terms of  t h e  death of t h e  crewmembers. 

Federal r egu la t ions  address  t h e  pos i t i on ing  of placarded tank  c a r s  i n  
t r a ins ,  and the  IAIS had included these  i n s t r u c t i o n s  i n  i t s  t imetable .  Both 
t h e  superintendent  of operations and t h e  a s s i s t a n t  superintendent  of  
ope ra t ions  a t  Newton s t a t e d ,  however, t h a t ,  based on t h e i r  i n t e r p r e t a t i o n  of 
t h e  r e g u l a t i o n s ,  t h e  t a n k  cars should have been t h e  l a s t  two cars of the  
t r a i n .  The Federal r egu la t ions  a s  c u r r e n t l y  written, however, do not 
address  t he  pos i t i on ing  of  placarded t a n k  cars i n  a cabooseless  t r a i n .  The 
IAIS o f f i c i a l s '  i n t e r p r e t a t i o n  of t he  r egu la t ions  gives credence t o  t he  
Sa fe ty  Board's pos i t i on  t h a t  cu r ren t  r egu la t ions  need t o  be rev ised  t o  
address  t h e  placement of  t a n k  cars ca r ry ing  hazardous ma te r i a l s  on 
cabooseless  t r a i n s .  
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In addition to the accident at. Alt,oona, on July 30, 1988, four other 
rail equipment accidents in which damages exceeded $150,000.00 have occurred 
on the IAIS since it began operations. One of the accidents involved the 
release of hazardous materials. Although each of the four accidents met the 
Safety Board's accident notification criteria, the Board was not notified of 
any of the accidents. The chief operating officer of the IAIS stated that he 
was not aware of the Safet.y Board's accident notification criteria. 
Testimony of the chief dispatcher indicated there were no written procedures 
or list of numbers to call in the event of any emergency. Although required 
by Federal regulations, the carrier failed to report the two accidents that 
involved the release of hazardous materials to RSPA of the U.S. DOT. The 
IAIS did file a rail equipment report with the FRA for each of the five 
accidents, and, according to the chief operating officer, the company 
official responsible for reporting to the FRA would also be responsible for 
reporting any hazardous materials reports. 

The foregoing suggests that the senior management of the IAIS was not 
familiar with all Federal reporting requirements and, consequently, provided 
no guidance or written procedures on the reporting of accidents on the IAIS 
property. Although the chief dispatcher stated that he now has prepared "a 
list of numbers to call," as a result of the Safety Board's investigation, 
the Safety Board remains concerned that IAIS management has not provided 
adequate guidance in this area. The Safety Board believes that IAIS should 
develop explicit written procedures concerning the Federal agencies to be 
contacted in the event of a railroad accident on the IAIS. The Safety Board 
is further concerned that this situation may exist on other regional 
railroads and that accidents, including those involving the release of 
hazardous materials, may not be reported in accordance with Federal 
regulations. While the Safety Board recognizes that it is the responsibility 
of railroad management to know the requirements of Federal regulations, the 
Safety Board believes that the American Short Line Railroad Association could 
address this issue by disseminating information to its membership regarding 
Federal agencies' accident notification criteria. 

Therefore, as a result of its investigation, the Safety Board recommends 
that the American Short Line Railroad Association: 

Inform its membership o f  the circumstances of the train 
accident and t.he release of hazardous materials at 
Altoona, Iowa, on July 30, 1988. (Class 11, Priority 
Action) (R-89-57) 

Disseminate to its membership accident/incident 
notification criteria of all Federal agencies. 
(Class 11, Priority Action) (R-89-58) 

The National Transportation Safety Board is an independent Federal 
agency with the statutory responsibility ' I . .  . to promote transportation 
safety by conducting independent accident investigations and by formulating 
safety improvement recommendations" (Public Law 93-633). The Safety Board is 
vitally interested in any action taken as a result of its safety 
recommendations. Therefore, it would appreciate a response from you 
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regard.ing action taken or contemplated with respect to the recommendations 
in this letter. Please refer to Safety Recommendations R-89-57 and -58 in 
your reply. 

Also, the Safety Board issued Safety Recommendations R-89-37 through -44 
to the Iowa Interstate Railroad; R-89-45 through -51 to the Federal Railroad 
Administration; R-89-52 through -54 to the Research and Special Programs 
Administration; R-89-55 to the Archer Daniels Midland Company; R-89-56 to the 
Chemical Manufacturers Association and the National Industrial Transportation 
League; R-89-59 and -60 to the Association of American Railroads; and R-89-61 
to the CSX Transportation Company, the Chicago North Western Transportation 
Company, and METRA. Also, the Safety Board reiterated Safety Recommendation 
R-87-17 to the Research and Special Programs Administration. 

KOLSTAD, Acting Chairman, and BURNETT, LAUBER, NALL, and DICKINSON, 
Members, concurred in these recommendations. 

James L. Kolstad 
Acting Chairman 


